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omentum, and, in the other two, through the gastro-colic ligament.
I report the cases as this variety of internal hernia would appear to be one of very great rarity. I incision, and only small bowel presented. Neither the stomach nor the transverse colon could be seen, and they were only exposed after drawing the small bowel well over to the right side of the patient, when it was seen that the bowel lay on a plane anterior both to the stomach and the colon. The stomach was very low placed, and presented a deep, more or less vertical constriction across its anterior surface at almost the middle line of the body. This constriction was produced by a thick cordlike structure which, with a coil of bowel in close relation to it, passed over the anterior surface of the stomach from just above the small curvature to the right posterior abdominal wall, immediately below the transverse colon, where the cord-like structure became attached. The cord lay to the pyloric side of the accompanying bowel. It was possible to pass one's finger between this cord and the stomach, and it was recognised as being formed by the superior mesenteric artery and vein, but crossing the anterior surface of the stomach.
The caecum was found in its normal position. The lowest ileum gave the impression that it, like the caecum, was placed behind the peritoneum of the posterior abdominal wall; but in what direction it ran it was impossible to determine, partly owing to the condition of the posterior parietal peritoneum, which as far as it could be examined was everywhere opaque, white in colour, and very thick and rigid, as if it had been subjected to prolonged irritation, and partly owing to the adherent mesentery already referred to, and which was attached between the ileum and ascending colon. Mayo suggests the opening is an acquired one, and that the increased pressure associated with vomiting might produce it; but it is somewhat difficult to see why increased abdominal pressure should cause this part of the mesocolon to give way provided the transverse colon were free, i.e., non-adherent, and if the mesocolon were normal in consistence.
In Chalmers' case the opening was an " oval aperture," and his drawing shows that there was still a good width of mesocolic tissue extending from the margin of the hole out to the colic arch. Chalmers suggests that in his case the first occurrence was a hernia into a recessus mesocolicus transversus (Brosike) followed by rupture of the peritoneal layer which forms the dividing septum between that cavity and the lesser sac. It A minute perforation of the posterior wall of the stomach was found and was dealt with. The lesser sac of the peritoneum was then examined more carefully, and it was found that one could pass one's hand through the hole in the mesocolon down to the extremity of the great omentum, up to the liver, and out to the spleen. The inferior mesenteric vein was not seen, as the retro-peritoneal tissues were fairly well loaded with fat, and were also somewhat cedematous.
The free border of the hole in the mesocolon was sutured to the posterior surface of the stomach. The 
